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Rapid Health Needs Assessment Following Hurricane Andrew — 
Florida and Louisiana, 1992 


Following the impact phase of Hurricane Andrew in Florida (August 24) and 
Louisiana (August 26) (Figure 1), the primary objectives of the public health response 
have been to address the health and medical needs of residents in the storm- 
damaged areas and to provide data for relief interventions and decision-making. This 
report presents the combined findings from rapid health needs assessment surveys 
conducted by state health departments with CDC assistance 3—10 days postimpact. 

Population-based epidemiologic surveys were conducted in the areas of Florida 
and Louisiana most severely damaged by the hurricane using a method originally 
developed to assess vaccination coverage in developing countries (7 ). Detailed maps 
and census information of the area were used to determine the sampling frame. 
Using grids of the populated areas, 30 groups of homes were randomly selected. 
Persons from seven households in each group were interviewed using a standardized 


FIGURE 1. Path of Hurricane Andrew — Florida and Louisiana, August 24-26, 1992 
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Health Needs Assessment — Continued 


questionnaire that included questions on number and age of residents; descriptions 
of illnesses and injuries; type of shelter; water supply; and availability of food, 
telephones, electricity, medical care, and prescription medications. Follow-up surveys 
of newly selected groups were conducted to determine changes in health and medical 
needs and availability of services. 


Homestead and Florida City, Florida 

On August 27, 3 days after impact of the category four (on a scale of five) hurricane, 
a survey of 211 households representing 1005 persons was conducted within the 
adjacent communities of Homestead and Florida City. This survey was repeated on 
September 3. With a team of 10—12 interviewers in three vehicles, the surveys were 
completed within 5 hours of arrival on site. No interviews were refused. 

The findings of the initial survey indicated the need to restore electrical service and 
communications (Table 1). Sanitary facilities had been largely preserved in occupied 
households, and sufficient water was available to operate toilets in most households. 
All electrical power was supplied by portable generators, and telephone service was 
primarily through cellular telephone networks. 

The findings of the second survey showed significant improvements in the 
availability of food, water, and electricity (in the form of home generators) (p<0.05, 
two-tailed test). The number of households reporting functioning toilets increased 
from 67% to 89%. Injuries and the need for medical services and prescription 
medications increased slightly; many who needed medical services were already 
receiving them. In both surveys, 83% of the households had access to transportation. 


St. Mary Parish, Louisiana 

On August 29, 3 days after Hurricane Andrew (as a category three hurricane) struck 
Louisiana, a disaster epidemiologic assessment team of six persons in four vehicles 
began a survey of St. Mary Parish, the Louisiana county hardest hit by the hurricane, 
using the same methods as in Florida. Because of the size of the area surveyed, the 
211 interviews representing 684 persons (one third in rural areas) were conducted 
during a 24-hour period; no interviews were refused. A second survey was conducted 
on September 3. 

Transportation, running water, telephones, and food were available to most of the 
population 3 days after the hurricane, but electricity was not generally available until 
after the first survey (Table 2). Few households reported hurricane-related injuries, 


TABLE 1. Percentage of households with acute needs 3 and 10 days postimpact from 
Hurricane Andrew — Homestead and Florida City, Florida, 1992 





3 days postimpact 10 days postimpact 
August 27 September 3 
Household characteristic (n =204) (n=211) 





Requiring medical services 8% 11% 
Unable to obtain prescription 

medication 13% 16% 
Households with injured 

person(s) 7% 8% 
Inadequate food 17% 6%* 
No running water 29% 10%* 
No electricity 91% 77%* 
No telephone service 86% 82% 





*Statistically significant change from August 27 survey (p<0.05, two-tailed test). 
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but the number of households reporting injuries (most of which were minor) 
increased slightly between the surveys. The percentage of households reporting they 
would have difficulty obtaining medical service if needed or had difficulity obtaining 
prescription medications decreased significantly (p<0.05, two-tailed test). 

At the time of the second survey, all households had adequate supplies of food; 
however, 27% of the households were dependent on disaster-relief food or food 
stamps, and 32% were dependent on disaster-relief potable water. 

Reported by: Dade County Public Health Unit; Univ of Miami School of Medicine; WG Hlady, 
MD, RS Hopkins, MD, State Epidemiologist, C Mahan, MD, State Health Officer, Florida Dept of 
Health and Rehabilitative Svcs. Tulane Univ School of Public Health and Tropical Medicine, New 
Orleans; L McFarland, DrPH, State Epidemiologist, LJ Hebert, MD, State Health Officer, 
Louisiana Dept of Health and Hospitals. American Red Cross Disaster Health Svcs. National 
Hurricane Center, National Weather Svc, National Oceanic and Atmospheric Administration, 
Coral Gables, Florida. Disaster Assessment and Epidemiology Section, Health Studies Br, and 
Surveillance and Programs Br, Div of Environmental Hazards and Health Effects; Emergency 
Response Coordination Group, Office of the Director, National Center for Environmental Health; 
Div of Field Epidemiology, Epidemiology Program Office, CDC. 

Editorial Note: Approximately every 5 years, a category four or five hurricane makes 
landfall in the United States (2). Hurricane Andrew was one of the most devastating 
in 25 years. As of September 14, 42 deaths in Florida and 13 deaths in Louisiana have 
been associated with Hurricane Andrew; more than 30,000 houses, mobile homes, 
and apartment buildings were destroyed, and approximately 60,000 had major 
damage (J. Lee, American Red Cross, personal communication, 1992). An estimated 
350,000 persons were left homeless, and damages are estimated at $30 billion. 
Although hurricane-warning systems in the United States are well developed, the 
population density in hurricane-vulnerable areas has increased substantially during 
the past 20 years (3). 

Rapid epidemiologic assessment of the affected population has been recom- 
mended as the most important initial step in guiding the emergency response (4,5 ). 
The assessments in Florida and Louisiana were the first use of this sampling 
technique and health-oriented questionnaire for emergency decision-making pur- 
poses following a natural disaster. In the immediate aftermath of Hurricane Andrew, 


TABLE 2. Percentage of households with acute needs 3-4 and 8 days postimpact 
from Hurricane Andrew — St. Mary Parish, Louisiana, 1992 





3-4 days postimpact 8 days postimpact 
August 30-31 September 3 
Household characteristic (n=211) (n=214) 





Requiring medical services 19% 6%* 
Unable to obtain prescription 

medication 16% 6%* 
Households with injured 

person(s) 3% 4% 
Inadequate food 5% NA’ 
No running water 6% NA 
No electricity 76% 13%* 
No telephone service 16% 9%* 


*Statistically significant change from August 30-31 survey (p<0.05, two-tailed test). 
*NA=not assessed. 
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communications with the affected areas were severed, roadways were blocked by 
debris, neighborhoods were unrecognizable, and street signs had been blown away. 
These conditions hampered initial relief efforts, especially because many local 
officials had lost their homes or were inaccessible, and outside staff unfamiliar with 
the area were called in to respond. No accurate information on the acute medical 
needs of the population was available. The rapid needs assessment surveys were 
conducted as soon as heavily damaged areas could be traversed. 

The results of these surveys were transmitted to state health authorities within 4 
hours of completion of these emergency surveys, providing rapid and accurate 
information to health and emergency-management authorities, and were used to set 
priorities for response actions in both Florida and Louisiana. For example, decisions 
regarding the type of health-care personnel needed in the disaster areas were based 
on data obtained in the assessment, and ar active surveillance system for infectious 
disease was started following the surveys. Additional benefits of the survey included 
assurance to residents that their needs were being recognized; control of rumors of 
epidemics; dissemination of information regarding available medical-treatment and 
supply-distribution sites; and preventive health messages were provided by the 
interviewers on the importance of handwashing, water treatment, proper handling 
and storage of food, mosquito control, and injury prevention. 

The rapid needs assessment survey allowed disaster managers and other 
decision-makers to obtain an objective measure of the response and the recovery 
process. Rapid epidemiologic assessment is essential to assure that decisions on the 
allocation of resources are based on the best available information. 
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Early Childhood Vaccination In Two Rural Counties — 
Nebraska, 1991-1992 


The national vaccination objectives for the year 2000 include increasing coverage 
for the recommended primary vaccination series* among children aged <2 years to 
at least 90% and to vaccinate at least 95% of school-aged children (7). Although 
baseline data for these two goals have been obtained in numerous urban settings (2), 


*Recommended series includes four doses of diphtheria and tetanus toxoids and pertussis 
vaccine (DTP); three doses of oral polio vaccine (OPV); one dose of measles-mumps-rubella 
vaccine (MMR); three or four doses of Haemophilus influenzae type b conjugate vaccine, 
depending on type of vaccine used; and three doses of hepatitis B vaccine. 
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similar baseline data from rural populations are limited. To determine the vaccination 
status of children in rural Nebraska, where 51% (812,000) of Nebraska’s residents live, 
the Nebraska Department of Health, in collaboration with Hastings College, con- 
ducted a retrospective study of school-aged children in grades kindergarten through 
six in two rural counties during the 1991-92 school year. This report summarizes the 
study findings. 

These data reflect the vaccination status of children born in 1980-1986. Informa- 
tion abstracted from school records included county of residence, school, grade, date 
of birth, and dates of receipt of diphtheria and tetanus toxoids and pertussis vaccine 
(DTP), oral polio vaccine (OPV), and measles-mumps-rubella vaccine (MMR) required 
for school entry. All students exempted from vaccination under the state’s statutory 
waiver clause and all students whose records lacked a date of birth were excluded 
from the analysis. The Nebraska school vaccination law (school law) requires three 
DTP, three OPV, and one MMR vaccination before a child enters school. 

Age at vaccination was defined as the interval between date of birth and date of 
receipt for each of four doses of DTP, three doses of OPV, and one dose of MMR. 
Being up-to-date (UTD) was defined as having received three doses of DTP and two 
doses of OPV (3:2) by the first birthday, and as having received four doses of DTP, 
three doses of OPV, and one dose of MMR (4:3:1) by the second birthday. 

Records for 3897 children were abstracted from all 23 schools in the two counties. 
Eighty-four (2%) records were excluded from analysis: 13 (0.3%) lacked dates of birth, 
47 (1%) were for children who were exempt, and 24 (0.6%) had irreconcilable errors 
for dates of vaccination. 

Of the remaining 3813 children, 3358 (88%), 3723 (98%), and 3766 (99%) received 
at least one dose of DTP or OPV by ages 3, 12, and 24 months, respectively. UTD rates 
at the first birthday (3:2), the second birthday (4:3:1), and on entry to school were 
85%, 64%, and 99%, respectively (Table 1). The UTD rates for the complete series at 
12 and 24 months were not significantly associated with the child’s county of 
residence, school attended, grade, or year of birth. 

Because of the declining UTD rates between 12 months and 24 months of age, 
vaccination patterns in the interval between 12 and 24 months of age were analyzed 
for all children UTD at age 12 months. Of the 3257 children UTD at age 12 months, 
2365 (73%) were UTD at age 24 months. Of the remaining 892 children UTD at 12 
months, 77% received one or two of the three required vaccinations and 23% received 
no vaccinations, therefore, failing to receive all vaccines needed to be UTD by age 24 
months (Table 2). 

A delay beyond 3 months of age in receiving the first dose of DTP or OPV was 
associated with not being UTD at both 12 (3:2 series) months and 24 (4:3:1 series) 
months of age. Among children who did not receive DTP or OPV by age 3 months, 242 
(53%) of 455 were not UTD at age 12 months, compared with 314 (9%) of 3358 
children who received DTP or OPV before age 3 months (relative risk [RR]=5.7). 
Similarly, for children who did not receive DTP or OPV by age 3 months, 297 (65%) of 
455 were not UTD at age 24 months, compared with 1076 (32%) of 3358 for children 
who received DTP or OPV before age 3 months (RR=2.0). 

Reported by: E Behrens, PhD, Hastings College, Hastings; J Libby, MA, G Borden, Div of Disease 
Control, T Safranek, MD, State Epidemiologist, Nebraska Dept of Health. Div of Immunization, 


National Center for Prevention Svcs; Div of Field Epidemiology, Epidemiology Program Office, 
CDC. 
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Editorial Note: These findings indicate that 64% of rural Nebraska schoolchildren 
were UTD for vaccinations at their second birthday, a rate that is substantially higher 
than that recently observed in school children in urban areas in many cities in the 
United States (range: 10%—42%) (2). Nonetheless, additional efforts will be needed to 
increase national vaccination levels to 90% of children fully vaccinated by their 
second birthday. 

In rural Nebraska, as well as in previous studies in 11 U.S. cities (2.3), delay in 
obtaining the first dose of either OPV or DTP was an important predictor of failure to 
be UTD at 12 and 24 months of age. If 90% of the children receiving their first 


TABLE 1. Vaccination coverage rates for 3813 children in grades kindergarten 
through six, by age — two rural counties, Nebraska, 1991-1992 





Vaccine/Series Age (mos) at evaluation % Up-to-date 





Individual antigen 
Oral polio vaccine (OPV) (2 doses) 12 95 
Diphtheria and tetanus toxoids 
and pertussis vaccine (DTP) (3 doses) 12 86 
OPV (3 doses) 24 87 
DTP (4 doses) 24 68 
Measles-mumps-rubella vaccine (MMR) (1 dose) 24 85 


12 85 
24 79 
24 64 
School law (3:3:1) Before school entry 99 
*Three doses of DTP and two doses of OPV. 
"Three doses of DTP, three doses of OPV, and one dose of MMR. 
‘Four doses of DTP, three doses of OPV, and one dose of MMR. 





TABLE 2. Vaccinations received during the second year of life for 892 children in 
grades kindergarten through six who were up-to-date at age 12 months but not at 
24 months — two rural counties, Nebraska, 1991-1992 





Vaccinations No. (%) 





Received 1 or 2 doses 
when 3 were required 
DTP* and OPV’ only (12) 
MMR° and OPV only ( 7) 
MMR and DTP only ( 1) 
OPV only ( 1) 
DTP only ( 1) 
MMR only 
Total 


Received no vaccination 


*Diphtheria and tetanus toxoids and pertussis vaccine. 
"Oral polio vaccine. 
’Measles-mumps-rubella vaccine. 
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vaccination after 3 months of age and before 12 months of age had been brought UTD 
through aggressive follow-up by the vaccination provider, the 3:2 UTD rate at 12 
months would have increased from 85% to 94%. 

The current recommendation for simultaneous administration of vaccines was not 
made until 1986 (4 ). Had this recommendation been in effect, 77% of children UTD at 
12 months but not at 24 months of age could have been UTD at 24 months. Ensuring 
simultaneous administration of needed vaccines to at least 90% of the children who, 
although UTD at age 12 months were not UTD at age 24 months, would increase the 
coverage levels for being UTD with the 4:3:1 series among this subset of children 
from 73% to 92%. However, even with improved tracking, follow-up, and the 
elimination of missed opportunities, coverage for the overall 4:3:1 series would have 
reached only 87%. Therefore, in rural Nebraska, additional strategies are needed to 
reach the national year 2000 objective. 

Reasons for failure of children to appear on time for their first vaccination have not 
been well characterized. Regardless of when a child receives the first vaccination, the 
first visit generates a vaccination-provider record. To reduce the number of children 
who do not receive any vaccinations before age 3 months in rural Nebraska, a pilot 
follow-up system is planned in which the mother, after delivery and before hospital 
discharge, will complete a postcard with the name of the infant's intended vaccination 
provider. The hospital will then send the postcard to the indicated provider, who in 
turn will contact the infant's caregiver if the infant has not visited the provider by age 
3 months. 

Based on the results of this study, vaccine providers in rural Nebraska can make 
substantial gains in vaccination coverage by 1) focusing additional efforts toward 
children who receive their first vaccination after age 3 months and 2) simultaneously 
administering vaccines due between age 12 and 24 months. 

References 
. Public Health Service. Healthy people 2000: national health promotion and disease preven- 
tion objectives. Washington, DC: US Department of Health and Human Services, Public 

Health Service, 1991; DHHS publication no. (PHS)91-50213. 
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Update: International Task Force for Disease Eradication, 1992 


In 1988, the International Task Force for Disease Eradication (ITFDE) was formed to 
systematically evaluate the potential for global eradicability* of candidate diseases, 
identify specific barriers to their eradication that might be surmountable, and 
promote eradication efforts. In its first four meetings during 1988-1991, the ITFDE 
examined 15 infectious diseases and determined that four—dracunculiasis, polio- 
myelitis, mumps, and rubella— are good cancidates for eradication (1,2). In its fifth 


(Continued on page 697) 


*Eradication is defined as achievement of a status whereby no further cases of a disease occur 
anywhere, and continued control measures are unnecessary. 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending Septem- 
ber 12, 1992, with historical data — United States 


INCREASE CASES CURRENT 
DISEASE DECREASE 4s WEEKS 


Aseptic Meningitis 1,266 
Encephalitis, Primary 54 
Hepatitis A 329 
Hepatitis B 996 
Hepatitis, Non—A, Non—B 430 
Hepatitis, Unspecified 62 
Legionellosis 94 
Malaria 80 
Measles, Totol 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 


Rubella 





0.125 ‘ 0.5 1 
Ratio(Log Scale)* 
BEYOND HISTORICAL LIMITS 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending September, 12, 1992 (37th Week) 


Cum. 1992 Cum. 1992 








AIDS* 31,455 Measles: imported 107 
1 


Anthrax 
Botulism: Foodborne 13 Plague 
Infant 40 Poliomyelitis, Paralytic’ 

Other 2 Psittacosis 
Brucellosis 54 Rabies, human 
Cholera 95 Syphilis, primary & secondary 
Congenital rubella syndrome 8 Syphilis, congenital, age < 1 year’ 
Diphtheria 4 Tetanus 
Encephalitis, post-infectious 93 Toxic shock syndrome 
Gonorrhea 343,104 Trichinosis 
Haemophilus influenzae (invasive disease) 984 Tuberculosis 
Hansen Disease 120 Tularemia 
Leptospirosis 21 Typhoid fever 
Lyme Disease 5,199 Typhus fever, tickborne (RMSF) 


indigenous 1,855 
7 














*Updated monthly; last update September 8, 1992 

"Two cases of suspected poliomyelitis have been reported in 1992; 6 of the 9 suspected cases with onset in 1991 were confirmed 
and 5 of the 8 suspected cases with onset in 1990 were confirmed; all were vaccine associated. 

‘Updates for first quarter 1992 
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TABLE ll. Cases of selected notifiable diseases, United States, weeks ending 
September 12, 1992, and September 14, 1991 (37th Week) 





Aseptic Encephalitis Hepatitis (Viral), by type 

AIDS* | Menin- Post-in- Gonorrhea Unspeci- 
Reporting Area gitis Primary | fectious NA.NB 
Cum. Cum. 5 Cum. Cum. Cum. % ‘ Cum. Cum. 
1992 1992 1992 1992 1991 1992 1992 
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N: Not notifiable U: Unavailable C.N.M.1.: Commonwealth of the Northern Mariana Islands 
*Updated monthly; last update September 8, 1992. 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 12, 1992, and September 14, 1991 (37th Week) 


Measles (Rubeola) Menin- 


Malaria ~ 9 1 Mumps Pertussis Rubella 
Reporting Area indigenous imported* | Total | infections 


Cum Cum Cum. | Cum Cum Cum Cum. | Cum. Cum. | Cum. 
1992 r9e2 | S35 v992 | [52 1991 | 1992 1992 | Soop 1992 | 1992 | 1991 | 1992 | Soe 






































UNITED STATES 663 a 1,855 1 107s: 8,725 1,620 12 1,857 39 1,514 1,802 
NEW ENGLAND 39 51 8 72 99 14 10 231 6 


1 2 1 2 8 1 8 49 1 
3 15 5 3 17 - 
4 
3 


136 =. 1,270 


5 1 4 
2 136 


1 
28 38 8 
MID. ATLANTIC 181 
Upstate N.Y 400 86 54 
N.Y: City 16 12 
N.J 25 9 
Pa 54 
E.N. CENTRAL 
ihio 
ind 
1} 
Mich 
Wis 


W.N. CENTRAL 


11 35 4 
2 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa U U 
C.N.M.1 U 1 U 1 





*For measles only, imported cases include both out-of-state and international importations 
N: Not notifiable U: Unavailable "International ‘Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 12, 1992, and September 14, 1991 (37th Week) 





-_ Toxic- 
Syphilis cheek 


(Primary & S 





Reporting Area 


LU 


Tuberculosis 


Tula- 
remia 


Typhoid 
Fever 


Typhus Fever 
(Tick-borne) 
(RMSF) 


Rabies, 
Animal 





Cum. 
1992 








Cum. 
1992 


Cum Cum 
1992 1991 








Cum. 
1992 





Cum. 
1992 





Cum 
1992 





Cum 
1992 





UNITED STATES 


NEW ENGLAND 
Maine 


23,932 173 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 


W.N. CENTRAL 
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Md 
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Tenn 
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Wash 
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Hawaii 


Amer. Samoa 
C.N.M.1 


15,702 15,851 


329 444 
19 30 
14 5 
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207 
75 
123 
3,675 
336 
2,221 


116 
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266 
24 
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7 


-N 


=-N 
WSNAWE BDEENDW VN: 


5,731 
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U: Unavailable 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
September 12, 1992 (37th Week) 





All Causes, By Age (Years) 





Reporting Area All 





S[ == 





Pai’ 
Total 


Reporting Area 


All Causes, By Age (Years) 





All 





af feole=| 








NEW ENGLAND 548 
Boston, Mass. 156 
Bridgeport, Conn 30 
Cambridge, Mass 14 
Fall River, Mass 19 
Hartford, Conn 58 
Lowell, Mass 33 
Lynn, Mass. 6 
New Bedford, Mass 18 
New Haven, Conn 43 
Providence, R.! 31 
Somerville, Mass 7 
Springfield, Mass 49 
Waterbury, Conn 30 
Worcester, Mass Od 


MID. ATLANTIC 2,182 
Albany, N.Y 45 
Allentown, Pa 23 
Buffalo, N.Y 102 
Camden, N.J 31 
Elizabeth, N.J 33 
Erie, Pa.§ 

Jersey City, N.J 

New York City, N.Y. 1, 
Newark, N.J 

Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 

Reading, Pa 

Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa.§ 

Syracuse, N.Y 

Trenton, N.J 

Utica, N.Y 

Yonkers, N.Y 


E.N. CENTRAL 851 
Akron, Ohio 41 
Canton, Ohio 36 
Chicago, Ii! 508 
Cincinnati, Ohio 95 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 102 
Detroit, Mich 193 
Evansville, ind 46 
Fort Wayne, ind 46 
Gary, ind 

Grand Rapids, Mich 
indianapolis, Ind 

Madison, Wis. 

Milwaukee, Wis 

Peoria, Ill 

Rockford, Ili 

South Bend, Ind 

Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans. 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fia 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fila 
Tampa, Fila 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 


1,237 
141 
240 

76 
127 
92 


10,506" 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
pen, © death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
inclu: 

tPneumonia and influenza 

$Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. 
Complete counts will be available in 4 to 6 weeks. 

{Total includes unknown ages. 

U: Unaveilable 





Vol. 41 / No. 37 MMWR 697 


ITFDE — Continued 


meeting in March 1992, the ITFDE evaluated the potential eradicability of six other 
diseases (Table 1). The criteria used by the ITFDE to evaluate these diseases was 
provided previously (2). This report summarizes the results of the fifth meeting. 

Taeniasis/Cysticercosis. Taenia solium cysticercosis in humans and pigs is poten- 
tially eradicable, using interventions (mainly surveillance of pigs in foci of transmis- 
sion and mass treatment of associated human populations). However, actual eradi- 
cability needs to be demonstrated in a sizable geographic area. This disease is 
endemic in areas of Latin America, Africa, and Asia. 

Cholera. Cholera is not now eradicable, but improved control is possible by pro- 
viding clean water, improved sanitation, and health education to populations at risk. 

Chagas disease (American trypanosomiasis). Chagas disease is not eradicable, but 
better control is possible using insecticides and improvements in housing in some 
areas, especially where Triatoma infestans is the primary vector. 

Schistosomiasis. Schistosomiasis is not now eradicable, but better control is 
possible, especially using mass chemotherapy of school-aged children in areas where 
the disease is endemic. 

Ascariasis and hookworm disease. Neither ascariasis nor hookworm disease or 
infection is eradicable now, but both diseases could be better controlled using 
chemotherapy and hygienic interventions, especially among school-aged children. 


Reported by: AA Arata, PhD, Vector Biology and Control Project, Arlington, Virginia. DR Hopkins, 
MD, E Ruiz-Tiben, PhD, Global 2000, Inc, Carter Center of Emory Univ, Atlanta. ZS Pawlowski, 
MD, Univ School of Medicine, Poznan, Poland. Div of Bacterial and Mycotic Diseases, and Div of 
Parasitic Diseases, National Center for Infectious Diseases, CDC. 


Editorial Note: The findings in this report indicate a need for greater recognition of 
the potential to eradicate cysticercosis caused by T. solium infection and for 
implementation of more control projects. A project is under way in Ghana to better 
control schistosomiasis, ascariasis, and hookworm disease by mass treatment and 
hygiene education of school-aged children. 


TABLE 1. Disease candidates for worldwide eradication — International Task Force 
for Disease Eradication, 1992 





Disease 


Current annual 
toll worldwide 


Chief obstacles 
to eradication 


Conclusion 





Taeniasis/ 
Cysticercosis 

Cholera 

Chagas disease 


Schistosomiasis 


Ascariasis 


Hookworm disease 


50 million cases; 


50,000 deaths 


Unknown 


15-20 million 
infected 


200 million 
infected 


1 billion 
infected; 20,000 
deaths 


900 million 
infected; 60,000 
deaths 


Need simpler diagnostics for 
humans and pigs 


Environmental reservoirs; 
strain differences 


Difficult diagnosis and 
treatment; animal reservoirs 


Reservoir hosts; increased 
snail-breeding sites 


Eggs viable in soil 


for years; laborious diagnosis; 


widespread 


Laborious diagnosis; adult 
worms may live 5 years; 
widespread 


Potentially 
eradicable 

Not now eradicable 
Not eradicable 


Not now eradicable 


Not now eradicable 


Not now eradicable 
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Tobacco, Alcohol, and Other Drug Use 
Among High School Students — United States, 1991 


In the United States, use of tobacco, alcohol, and other drugs is associated with the 
leading causes of morbidity and mortality (e.g., motor-vehicle crashes, homicide, 
suicide, and cancer [7]), with lower educational achievement, and with school 
dropout (2-5). This report presents self-reported data about the prevalence of 
tobacco, alcohol, marijuana, and cocaine use among students in grades 9—12 from 
two school-based components of the Youth Risk Behavior Surveillance System (6): 
1) state and local Youth Risk Behavior Surveys (YRBSs) conducted by departments of 
education in 23 states and 10 cities during the spring of 1991 and 2) the national YRBS 
conducted during the same period. 

The 33 state and local sites drew probability samples from well-defined sampling 
frames of schools and students in grades 9-12. Seventeen sites had adequate school- 
and student-response rates, which allowed computation of weighted results of known 
precision; 16 sites had overall response rates below 60% or unavailable documenta- 
tion, which precluded making estimates of known precision. The national survey used 
a three-stage sample design to obtain a sample of 12,272 students representative of 
students in grades 9—12 in the 50 states and the District of Columbia. 

For the state and local surveys, school-response rates ranged from 48% to 100%; 
student-response rates ranged from 44% to 96% (7). State and local sample sizes 
ranged from 369 to 5834 students. Students in most samples were distributed evenly 
across grades and between sexes. The racial/ethnic characteristics of the samples 
varied. The school-response rate for the national survey was 75%, and the student- 
response rate was 90%. 

Students were asked whether they had used tobacco, alcohol, marijuana, or any 
form of cocaine during their lifetime and during the 30 days preceding the survey. 
Students also were asked whether they had used chewing tobacco or snuff during the 
30 days preceding the survey, whether they had had five or more drinks of alcohol on 
one occasion during the 30 days preceding the survey (i.e., episodic heavy drinking), 
and whether they had taken steroid pills or steroid shots without a doctor's 
prescription during their lifetime. 

Among the state and local surveys, cigarette smoking varied considerably (Table 
1): 49%-82% of students (median: 71%) reported having tried cigarette smoking 
during their lifetime; 6%-31% of students (median: 24%) reported smoking at least 
one cigarette during the 30 days preceding the survey; and 2%—17% of students 
(median: 12%) reported frequent cigarette use* during the 30 days preceding the 
survey. Rates of lifetime, current, and frequent cigarette use were similar for male and 
female students in almost all sites. 


*Smoking on 20 or more of the 30 days preceding the survey. 





















































TABLE 1. Percentage of high school students who used tobacco, t 
Behavior Surveys, 1991 








Lifetime cigarette use* 





Current cigarette us 








Site Female Male Total Female Male 

WEIGHTED DATA 

National survey 70 71 70 27 28 

State surveys 
Alabama 70 79 74 24 32 
Georgia 66 72 69 22 26 
Idaho 56 65 61 22 24 
Nebraska 70 75 72 28 30 
New Mexico 82 81 82 30 30 
New York** 72 70 71 32 28 
Puerto Rico" 46 54 50 13 18 
South Carolina 72 76 74 25 26 
South Dakota 68 71 69 32 30 
Utah 43 55 49 16 18 

Local surveys 
Chicago 72 73 72 13 20 
Dallas 70 76 73 11 16 
Ft. Lauderdale 65 65 65 18 13 
Jersey City 73 70 72 17 16 
Miami 66 66 66 12 17 
Philadelphia 82 70 76 22 17 
San Diego 64 71 68 18 18 

UNWEIGHTED DATA 

State surveys 
Colorado** 73 74 74 28 27 
District of Columbia" 70 60 65 5 7 
Hawaii 70 70 70 27 25 
lowa Nass NA NA NA NA 
Montana 68 71 69 24 24 
New Hampshire 71 71 71 28 27 
New Jersey** 67 61 64 NA NA 
Oregon 63 65 64 22 22 
Pennsylvania** 69 73 71 28 28 
Tennessee 72 75 74 30 30 
Virgin Islands" NA NA NA NA NA 
Wisconsin 72 73 73 30 32 
Wyoming 70 74 72 27 28 

Local surveys 
Boston 68 68 68 15 16 
New York City 76 68 72 26 16 
San Francisco 61 63 62 14 15 





*Ever tried cigarette smoking, even one or two puffs. 

"Smoked cigarettes on 1 or more of the 30 days preceding the survey 

SSmoked cigarettes on 20 or more of the 30 days preceding the survey 

‘Used chewing tobacco or snuff on 1 or more of the 30 days preceding the survey 






















sco, by sex — United States and selected U.S. sites, Youth Risk 5 $ 
> = 
s 2 

rette use’ Frequent cigarette use’ Smokeless tobaccouse’ O —~ 

le ___ Total Female _Male _Total Female Male ‘Total > = 
- | 

8 28 12 13 13 1 19 10 = S$ 

2 28 "1 16 13 2 31 8 » 

6 24 10 12 11 2 22 s 2 

4 23 12 14 13 3 24 “4 8 

0 29 15 15 15 2 26 4 9 

0 30 13 14 13 4 27 6 > 

8 30 18 17 17 2 19 1 & 

8 16 3 - 4 0 5 2 5 

6 26 13 13 13 2 20 "n 3 

0 31 17 16 16 10 29 2G 

8 17 8 A - 2 12 7 © 
2) 

0 16 4 7 6 2 5 3; * 

6 14 4 4 4 1 7 4 | 

3 16 10 . . 1 9 40 

6 16 4 4 4 1 6 ;2 = 

7 15 a 8 6 1 6 33 2 

7 20 1 8 10 2 7 or = 

8 18 7 7 7 1 7 4s 3 
Q 

7 27 13 14 14 . 32 19 

7 6 2 2 2 2 a 4 

05 26 12 13 13 2 14 b 

A NA NA NA NA NA NA NA 

24 24 13 12 12 7 33 20 

27 27 16 15 15 4 22 13 

A NA NA NA NA 2 14 7 

22 22 9 10 9 5 28 16 

28 28 16 15 15 2 29 16 

30 30 16 16 16 1 34 17 

A NA NA NA NA NA NA NA 

32 31 16 17 16 3 19 11 

28 28 15 17 16 5 31 19 

16 15 6 9 7 1 5 3 

16 21 12 , 9 1 5 3 

15 14 7 6 6 2 B 4 





**Surveys did not include students from the largest city 
"Categorized as a state for funding purposes 
5§Not available; survey did not include these questions 
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Use of smokeless tobacco also varied among sites: 2%—20% of students (median: 
11%) reported using smokeless tobacco during the 30 days preceding the survey. 
Rates of smokeless tobacco use were higher for male than female students in all sites. 

Among the state and local surveys, rates of alcohol consumption showed similar 
variation (Table 2): 50%-87% of students (median: 77%) reported having consumed 
alcohol during their lifetime; 24%-60% of students (median: 46%) reported that they 
had consumed alcohol at least once during the 30 days preceding the survey. 
Episodic heavy drinking among students varied from 12% to 43% (median: 27%). 
Rates of lifetime and current alcohol consumption were similar for male and female 
students within most sites; however, in every site, male students reported higher 
rates of episodic heavy drinking than female students. 

Lifetime and current use of marijuana (Table 3) varied considerably among the 
state and local surveys: 8%-41% of students (median: 26%) reported lifetime use of 
marijuana, and 4%—18% of students (median: 11%) reported having used marijuana 


TABLE 2. Percentage of high school students who consumed alcohol, by sex — 
United States and selected U.S. sites, Youth Risk Behavior Surveys, 1991 


Lifetime alcohol use* Current alcohol use’ Episodic heavy drinking’ 


Site Female Male Total Female Male Total Female Male 
WEIGHTED DATA 
National survey 81 82 
State Surveys 
Alabama 75 
Georgia 74 
idaho 67 
Nebraska 82 
New Mexico 85 
New York‘ 84 
Puerto Rico** 57 
South Carolina 77 
South Dakota 
Utah 
Local surveys 
Chicago 
Dallas 
Ft. Lauderdale 
Jersey City 
Miami 
Philadelphia 
San Diego 
UNWEIGHTED DATA 
State surv: 
Colorado 
District of Columbia** 
Hawaii 
lowa 
Montana 
New Hampshire 
New Jersey' 
Oregon 
Pennsylvania‘ 
Tennessee 
Virgin islands** 
Wisconsin 
Wyoming 
Locai surveys 
Boston 65 
New York City 71 73 
San Francisco 61 60 
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20 27 
57 55 
50 52 
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35 41 
40 45 
28 30 
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*Ever used alcohol 
"Consumed at least one drink of alcohol during the 30 days preceding the survey 
‘Consumed five or more drinks of alcohol on at least one occasion during the 30 days preceding the survey 
‘Surveys did not include students from the largest city 
**Categorized as a state for funding purposes. 
"Not available; survey did not include these questions 




























U.S. sites, Youth Risk Behavior Surveys, 1991 


TABLE 3. Percentage of high school students who used marijuana, 

















Lifetime Current 
marijuana use* marijuana use’ 
Site Female Male Total Female Male Total Fi 
WEIGHTED DATA 
National survey 30 33 31 12 17 15 
State surveys 
Alabama 21 29 23 7 12 10 
Georgia 20 28 24 9 13 11 
idaho 22 28 23 9 12 10 
Nebraska 20 25 22 9 12 10 
New Mexico 38 43 41 15 20 18 
New York"’ 30 34 32 15 18 16 
Puerto Rico** 4 12 8 1 6 4 
South Carolina 23 30 27 9 15 12 
South Dakota 21 22 22 10 9 10 
Utah 17 21 19 7 10 93 
Local surveys 
Chicago 22 32 27 8 15 12 
Dallas 24 35 2 8 13 11 
Ft. Lauderdale 26 29 27 12 6 14 
Jersey City 13 24 8 7 11 3 
Miami 17 26 22 6 13 10 
Philadelphia 35 40 37 14 19 16 
San Diego 30 41 36 14 22 18 
UNWEIGHTED DATA 
State surveys 
Colorado" 31 35 33 12 16 4 
District of Columbia** 9 15 12 4 8 6 
Hawaii 32 39 36 14 21 17 
lowa NA" NA NA NA NA NA 
Montana 26 26 26 10 12 11 
New Hampshire 34 36 35 17 18 17 
New Jersey” NA NA NA 1 14 12 
Oregon 29 35 32 11 15 13 
Pennsylvania" 21 28 25 8 13 11 
Tennessee 28 31 30 13 15 4 
Virgin Islands** NA NA NA 2 - 5 
Wisconsin 22 26 24 10 14 12 
Wyoming 25 32 23 10 16 13 
Local surveys 
Boston 23 27 25 10 13 1 
New York City 22 22 22 10 10 10 
San Francisco 27 26 26 13 14 14 





*Ever used marijuana 
"Used marijuana during the 30 days preceding the survey 
‘Ever used cocaine 

‘Used cocaine during the 30 days preceding the survey 
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at least once during the 30 days preceding the survey. In almost all sites, rates of 
marijuana use were higher for male than female students. Lifetime and current use of 
cocaine and lifetime use of steroids also varied among sites: 2%—-9% of students 
(median: 5%) reported lifetime use of cocaine, 1%—4% of students (median: 2%) 
reported current use of cocaine, and 2%-5% of students (median: 4%) reported 
lifetime use of steroids. 

For all behaviors, the national prevalence estimates were similar to the median 
prevalence estimates from the state and local surveys (Tables 1-3). 

Reported by: J Moore, EdD, Alabama State Dept of Education. J Campana, MA, San Diego 
Unified School District; M Lam, MSW, San Francisco Unified School District. D Sandau- 
Christopher, State of Colorado Dept of Education. J Sadler, MPH, District of Columbia Public 
Schools. D Scalise, MS, School Board of Broward County; N Gay, MSW, School Board of Dade 
County, Florida. R Stalvey, MS, Georgia Dept of Education. J Schroeder, Hawaii Dept of Educa- 
tion. J Pelton, PhD, Idaho Dept of Education. B Johnson Biehr, MS, Chicago Public Schools. 
J Harris, MEd, lowa Dept of Education. N Strunk, MS, Boston Public Schools. R Chiotti, Montana 
Office of Public Instruction. J Owens-Nausler, PhD, Nebraska Dept of Education. B Grenert, MEd, New 
Hampshire State Dept of Education. D Chioda, MS, Jersey City Board of Education; D Cole, MEd, New 
Jersey State Dept of Education. K Meurer, MS, New Mexico State Dept of Education. G Abelson, CSW, 
New York City Board of Education; A Sheffield, MPH, New York State Education Dept. P Ruzicka, PhD, 
Oregon Dept of Education. C Baisley, EdD, School District of Philadelphia; M Sutter, PhD, Pennsyl- 
vania Dept of Education. M del Pilar Cherneco, MPH, Puerto Rico Dept of Education. J Fraser, EdD, 
South Carolina State Dept of Education. M Carr, MS, South Dakota Dept of Education and Cultural 
Affairs. E Word, MA, Tennessee State Dept of Education. P Simpson, PhD, Dallas Independent School 
District. L Lacy, MS, Utah State Office of Education. S Tye, PhD, Government of the Virgin Islands Dept 
of Education. B Nehis-Lowe, MPH, Wisconsin Dept of Public Instruction. B Anderson, Wyoming Dept 
of Education. Div of Epidemiology and Prevention Research; National Institute on Drug Abuse; 
Alcohol, Drug Abuse, and Mental Health Administration. Office on Smoking and Health, and Div of 
Adolescent and School Health, National Center for Chronic Disease Prevention and Health Promotion, 
CDC. 

Editorial Note: Tobacco, alcohol, and other drug use among youth causes serious 
public health problems in cities and states throughout the nation. Because the quality 
of the samples varied among the state and local surveys, data across sites may not be 
comparable. Nonetheless, these results can be useful in planning and evaluating 
broad national, state, and local interventions and monitoring progress toward 
achieving national education goals and national health objectives. 

National education goal 6 (8) aims to have every school in America free of drugs 
and violence and offer a disciplined environment conducive to learning by the year 
2000. The results presented in this report will be used in the second progress report 
on the status of the national education goals to be released September 30; results 
from similar surveys conducted during 1990 were used in the first progress report on 
the status of the national education goals (8,9). 

National health objectives 3.5, 3.9, 4.5, 4.6, 4.7, 4.8, and 4.11 are to reduce the use 
of tobacco, alcohol, and other drugs among youth (7 ). The results presented in this 
report measure progress toward achieving these objectives in participating cities and 
states. 

For example, objective 3.9 is to reduce smokeless tobacco use by males aged 
12-24 years to a prevalence of no more than 4%. In 19 of the 33 sites, the prevalence 
of smokeless tobacco use among male students is three or more times higher than 
this national health objective. Objective 4.6 states that among youth aged 12-17 years 
the prevalence of alcohol use during the previous 30 days should be no more than 
12.6%, of marijuana no more than 3.2%, and of cocaine no more than 0.6%. In all but 
one site, the current prevalence of alcohol use is at least two times higher than this 
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national health objective; in all but three sites, the current prevalence of marijuana use 
is at least three times higher; and in all but four sites, the current prevalence of 
cocaine use is at least two times higher. Objective 4.7 is to reduce to no more than 
28% the proportion of high school seniors engaging in recent occasions of episodic 
heavy drinking. Rates of episodic heavy drinking among students in grades 9-12 are 
higher than this national health objective in 14 of the 33 sites. Objective 4.11 is to 
reduce to no more than 3% the proportion of male high school seniors who use 
anabolic steroids. Rates of anabolic steroid use among male students in grades 9-12 
are higher than this national health objective in all but one site. 

To meet the national health objectives, efforts to help youth reduce the use of 
tobacco, alcohol, and other drugs will need to increase among federal, state, and local 
education, health, and drug-control agencies, and among families, the media, 
legislators, community organizations, and youth. 
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Notice to Readers 





National Fishing Industry Safety and Health Workshop 


CDC’s National Institute for Occupational Safety and Health (NIOSH) will sponsor 
the National Fishing Industry Safety and Health (FISH) Workshop October 9—11, 1992, 
in Anchorage, Alaska. The FISH workshop will provide fishing industry employers and 
workers, scientists, and government representatives an overview of national and 
local efforts to understand the risks involved in commercial fishing and to develop 
safety solutions to reduce the personal losses and severe economic burdens charac- 
teristic of this industry. The workshop’s goals are to increase awareness about fishing 
safety, build cooperation, share information and experiences, and encourage action 
to prevent injury and disease that result from working in this industry. 

There is no registration fee. Additional information and the workshop program are 
available from Alaska Activity, Division of Safety Research, NIOSH, telephone (907) 
271-2382. 
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